Introduction
I must admit that when I was asked, the following came to mind: when I was in charge of theatres many years ago I did not scrub up very often. It was usually when a list was overrunning and those with commitments, such as picking up children, would need to be relieved. I would scrub up to take over and as I approached the table the anaesthetist would declare in a stage whisper, 'Good heavens, we are scraping the bottom of the barrel today'.
But, for me, what followed was the most exciting, most rewarding, most exhausting and most stimulating period of my career in operating theatres, if not my whole career in nursing. You will therefore understand my deep appreciation at being given the honour of being, for the second time, the Daisy Ayris Memorial Lecturer.
I have mentioned dates in the 1970s and I am aware that some of you will be saying to yourselves, 'I was not even born then'. Yes, I am at the age where I can be referred to as a grumpy old woman. So if I have the odd strop or two during my lecture you will understand that I am just being true to form.
I have entitled my talk Looking Back, Looking
Forward as I believe that there are many lessons to be learned from the past that help in looking to the future. I am also aware that the theme for this Congress is Partners in Care. If you can form partnerships to the betterment of patients in the perioperative arena, then surely you are on the right track.
The need for integration
In 1971 and 1972 I applied and was awarded scholarships. Both were to investigate the same topic: 'The training and integration of nurses and allied personnel in theatres'. The first was carried out in the UK and following on from that I went to the USA to look at the situation there.
Both scholarships were funded by the Theatre Nursing Education and Research Fellowship Fund run by the National Association of Theatre Nurses and financed by the generosity of the 3M Company.
It was at the time of the publication of the Lewin Report (1970) . The report gave recognition to the Operating Department Assistant (ODA) and more importantly it even suggested that there was scope for the senior ODA to become the manager of the theatre of the future. This was seen by many as the end of nurses in the operating theatres and the headlines screamed: 'No nurses in theatres in ten years'.
Looking back to those days, many years ago, in my opinion it was our arrogance that covered up our insecurity and knew no bounds. We, as nurses, were the only ones that had the divine right to care for patients needing surgery. We were the only ones that were qualified to do so.
I was as nervous as many others about the changes and for that reason I looked at what was the situation on staff training and integration at that time in the UK and the USA (who had more experience than us due to the fact that the operating room technician and courses of training were already established). The AORN had published in 1967 the instruction manual Teaching the Operating Room Technician and this I found to be the bible for technician course instructors with whom I spent a great deal of time.
A life-changing experience
When I went to the US I was a theatre superintendent. That was my title and I introduced myself as such to my American colleagues. Not long into the study tour, it was pointed out to me that I should not use that title, as in America that described a janitor in a cinema. I suddenly became an operating room supervisor.
It proved to be a fantastic experience and at the end I concluded that there could be integration but I recommended that training for all grades must be available and also that student nurses must have experience of operating theatres during training, otherwise the headlines claiming that there would be no nurses in theatres in ten years could come about. I concluded in my report: 'The person who performs the duties in caring for patients in the theatre must be the most qualified, most competent person we can get. What his or her title is, nurse or technician, is not important. What is important is that he/she gives safe patient care with a thorough knowledge and understanding of the responsibilities involved.'
It was Daisy Ayris who proposed that I be NATN Vice Chairman

Times are always changing
The seventies was a time of great change for theatre staff and for the National Association of Theatre Nurses. You are now in another period of great change with new challenges to meet. Changing the name and membership of the Association was traumatic for some and a cause of concern for many, as no one really likes change and will question the need for it.
But times have changed. We have moved on and the need for greater communication, greater unity, greater knowledge and greater safety have never been more important in the fast changing world of healthcare.
I moved on and I am now Director for the Florence Nightingale Foundation, a charity that funds scholarships in research and travel for nurses and midwives as well as organising the Florence Nightingale Commemoration Service at Westminster Abbey each year.
My scholarships, especially the one to the US, changed my life and gave me the confidence to progress in my career as Chairman of this Association and, I hope, influenced for the better the care of surgical patients. I am disappointed that so few theatre nurses apply for Florence Nightingale scholarships although I do appreciate that you have your own funds and there are other scholarships to apply for. All the details and application forms are on our websitewww.florence-nightingale-foundation.org.uk.
Florence Nightingale's wisdom
If we are really interested in learning from the past and meeting the challenges facing the National Health Service and, in particular, ourselves as healthcare staff, there is no better place to look than at the teaching of Florence Nightingale. If she were here today I wonder if she would have been annoyed that we have not used her legacy in dealing with matters affecting patients.
In her Notes on Hospitals written in 1863 she wrote: 'It may seem a strange principle to enunciate as a first requirement in a hospital, that it should do the sick no harm.' In the same notes, in the section on hospital infection, she wrote: 'There is a reason for everything'.
Taking responsibility
So what is the reason that today we have people who are afraid to go into hospital for surgery as they are terrified that they will catch MRSA or another deadly organism? Did we, as professionals, go too far in relinquishing so called 'non-nursing duties'? As a result are wards and departments as clean as they should be and, if not, what are we doing about it? Blaming contract cleaners will not solve the problem; contracts should be monitored and the buck has got to stop somewhere.
Looking back at my time in theatres, the cleaning staff formed part of the theatre team and that should still be the case even if the contract is with an outside concern. You do not need an honours degree in psychology to appreciate that when there is a team with one objective, one common purpose of safe patient care, that everything works better. This must be the way forward in the future.
Tracing the source of infections is a tedious business. You are now in a position to ensure a safer environment for the future, as membership of AfPP is now open to all those in sterile supply departments and decontamination units. This will surely lead to better communication allowing free exchange of ideas and practice, in an effort to achieve common goals. We must never underestimate the contribution of those colleagues who ensure safe care in the prevention of cross infection.
Power to the nurses
When I gave my Daisy Ayris lecture here in 1987 I entitled it: 'Educate that you may be free'. That is what a revolutionary said to an oppressed people. I felt strongly that nursing had become an oppressed profession with the acceptance of the Griffiths Report (1983) and the introduction of general management. This was the biggest shift of power away from professionals from which I believe we have never recovered. To lose the nursing budget was to lose a large part of the Unless we make progress we are going back power base to effect change and I still cannot fathom how directors of nursing can achieve all that is expected of them when they are supposed to be managing nursing but not nurses.
We still have to fight to have a nurse of appropriate seniority on a Primary Care Trust board, on the board of a Foundation Hospital, or on the board of a Strategic Health Authority. With another re-organisation on the way there are more fights ahead to ensure that professional staff take their rightful place on management boards.
I argued then and I continue to argue that we must equip ourselves with the appropriate skills. We must educate ourselves so that we can enter the political arena with confidence and authority to ensure that patient's rights and needs are protected. We must welcome colleagues who are not nurses and ensure their expertise is valued and put to good use.
I mentioned earlier that no one likes change and that the reason for it may be questioned. In the case of this Association, one can question whether the reason for change is to increase the membership. There is nothing wrong with that: there is strength in numbers. A larger, widerbased organisation should be in a stronger position and have a more influential effect in challenging political initiatives such as the introduction of more and more targets that put excessive pressure on staff, equipment, plant and the environment.
I am not convinced that there is no correlation between a hundred percent occupancy, manic throughput and high rates of infection. Working together from a range of disciplines can have a greater role in the planning and delivery of healthcare.
The National Health Service, that political football kicked about by parties of all colours, staggers from one re-organisation to another without any evaluation of what works and what does not. This has not only serious financial implications but devastates the morale of staff. How can you continue to give safe patient care when you are not sure of whether or not your post is secure for the future?
If you believe in a larger membership with a greater voice and the potential to influence policy in healthcare, then the onus is on each and every one of you to bring this about. If you appreciate the role this Association has played and continues to play in the interests of patients, then it is up to you to do something about it. It is not the sole responsibility of your elected officers, it is the responsibility of all of you to recruit members and sell to them the benefits of membership, not only for themselves but also for patients. Do not ask only what this Association can do for you but also ask what you can do for this Association and its aims.
Education and practical knowledge
If you study the life of Florence Nightingale, you will know that she was a natural academic whose education was supervised by her father who had been educated at Cambridge University. There is controversy today about whether or not nurses are becoming too academic and we have had all the bad publicity about 'too posh to wash'. We also have the recent proposal by the NMC that because nurses on qualifying are not capable of safe patient care, that a further year should be spent in a supervised or mentored capacity.
I believe that Florence Nightingale would never have suppressed education but what would have annoyed her is if education is not put to use in improving the care of patients and the well-being of the community. It appears that she appreciated the benefits of education but wanted education to be followed by actions. In 1851, she wrote: 'While the intellectual foot has made a step in advance, the practical foot has remained behind.'
She was warning us then, and that warning is still worth noting, that we are in danger of educating ourselves and becoming academics without ensuring that practice is influenced and, if
My scholarships, especially the one to the US, changed my life and gave me confidence necessary, improved. We want better educated staff but the outcome must be better patient care and an enhanced quality of life.
In the field of education you have made a massive contribution to care in the perioperative arena.
With the introduction of your manuals and quality documents, you have given the opportunity to all theatre staff to learn and keep up to date with best practice. You now have the potential to further increase that influence as you welcome others into the Association.
Ensuring best practice
What must be addressed is whether all members of the theatre staff are following the good standards and whether your educational documents are available and implemented in all appropriate departments. If not, there is a danger that there will be inconsistencies in care of the surgical patient.
We All good practice must, of course, be based on sound research that can be assessed by everyone. We need to address the issue of resistance and barriers to implementing research.
One fundamental factor that must not emerge is the perception that research is for academics and that practitioners are too busy to apply the findings that, at times, are presented in a way that is not user-friendly.
Research must be produced in a format that is easily read and clearly understood. Otherwise we will have even more research papers lying on library shelves gathering dust. 'Research' and 'development' are put together for a reason. All research must lead to development.
If not, what is the point?
Making a difference
If we go back to Florence Nightingale and the time when she returned from the Crimean War (1854-1856), she was appalled that the government of the day had not made a full enquiry into the disastrous mismanagement in the military hospitals during the war. This mismanagement resulted in 16,000 deaths from disease against 4,000 deaths from battle.
In 1857, due to her concerns and because of her insistence, a Royal Commission on the Health of the British Army was set up. One of the four central areas investigated and reviewed by the Commission was practical medical education.
She outlined what should be taught in military medical education and her proposals were implemented by senior doctors who had been involved in the Crimean Campaign. Partly due to her passion for education, the first Army Medical School in the UK was established in 1860 at Fort Pitt, Chatham in Kent.
That was 1860, and a nurse greatly influenced medical education. Would she be surprised to find, 145 years later, we have not done more to bring doctors, nurses, and other healthcare professionals together in the field of education. Would she be annoyed that we continue to waste scarce resources on each of the separate set of courses for various groups instead of having combined foundation programmes for all healthcare workers; that subjects such as anatomy and physiology are replicated in lecture rooms all over the place? You may challenge me that some progress is being made in this area but is it not too little, too late?
I have already mentioned that she was adamant that education should have outcomes, no matter who was being educated. Would not the outcome of more integrated education between professional groups be better relationships and better inter-communication -greater appreciation and respect for each other's role and less tribal warfare from which we continue to suffer.
All of you here must be able to think of areas where duplication is happening and yet we complain about scarce teaching resources. This Association, especially in its new configuration, can play a key role in influencing multidisciplinary education at all levels. Looking through the programme for this year's Congress, you have already made a start but there is more to do and you are now in a position to do it.
Tribal warfare has dogged the health service for as long as I can remember. Changes that should have taken place have been blocked by staff interests and 'to hell' with the care of patients. Now we have the opportunity to push forward the boundaries with more and more extended and expanded roles.
Clinics run by non-medical staff are increasing daily in: You are now in another period of great change
As we become more competent and more comfortable with our abilities, we can gain the right to perform many of the more technical and advanced procedures previously outside our scope of practice. We must do so, not because others do not want to or do not have the time to do them, but because we are better at doing them as part of a holistic approach to patient care. We must not, however, take on more and more without the appropriate resources and education. Neither must it be to the detriment of basic patient care. Otherwise we could be putting patients in danger.
Working together
As this organisation embraces the whole of the perioperative arena, there is the potential for multi-skilling for staff working in the various areas. Circulating between various departments should bring about more holistic care due to a wider knowledge of the whole patient experience and a greater appreciation of the input from others.
To be true 'Partners in Care' in this newly-formed Association for Perioperative Practice requires respect for one another, greater communication and cooperation, greater unity, and greater collaboration in risk management to achieve safe standards of care.
Looking back to the time when I started my career in theatres, I now believe that there was a total lack of respect between disciplines. It was 1961 and I was a staff nurse doing my theatre course in a London teaching hospital. In those days we did not have sophisticated equipment such as video screens for teaching students that we have today. The students sat in a gallery overlooking the theatre with the surgeon bellowing up at them to tell them what he was doing as he operated.
The first time I observed a major case I was scrubbed up watching the theatre sister who was taking the case and I was learning the instruments at the same time.
In those days the surgeon was indeed 'God Almighty' and we were definitely the handmaidens. The professor of surgery was performing (we do not call them 'theatres' for nothing) and he asked for a certain retractor. We can all see the funny side of this but, of course, it was not at all funny. It showed a total lack of respect and unity of purpose. More importantly, it put patients at a tremendous risk in what was an unsafe situation. I do not need to impress on you the need for safety in the areas in which you work. One slip, one false move and the consequences can be fatal for the patient.
Covering all the bases
In looking back at my three years as Chairman, one of the most harrowing but interesting experiences I had was when I was asked to be the nurse on a panel of inquiry into an anaesthetic accident at a London teaching hospital. A 26year-old English teacher had returned from Japan to have surgery, as she thought it would be safer to have it in her own country. Following the anaesthetic accident she was left with severe cognitive disability.
Over a period of four weeks, the panel of inquiry made up of a professor of anaesthetics, a works officer, a barrister and myself as Chairman of this Association, took evidence from all disciplines involved as well as the medical firms whose equipment was in use, as to what had happened.
Florence Nightingale was a natural academic whose education was supervised by her father
What came out of that inquiry was that anaesthetic hoses are now colour coded, hoses are fixed to the anaesthetic machines, compulsory safety checks were introduced, as was the permit to work system.
One of the issues that came to light was that there was no contract for the gas hoses from the wall to the anaesthetic machine. One firm had the contract for the piped gases up to the wall and another firm had the contract for the machines.
There was no contract for the hoses in between.
In my own situation at that time we had opened new operating theatres with piped gases. I rang the administrator at my place of work and asked him to meet me that evening so that we could look at our contracts. The same thing had happened: there was no contract for the hoses from the wall to the machine. It was a case of: 'there but for the grace of God go I'.
Safety is of the utmost importance but when things go wrong we should always remember that no one goes into an operating theatre or supporting department with the intention of operating on the wrong limb, the wrong side or intentionally leaving swabs or an instrument in a patient. There is, at this time, a need for support for colleagues.
By developing relationships with partners there is the opportunity for risk assessments at all levels. Any member of staff who is concerned that there is the potential for a patient to be damaged should have the means to raise the issue and avoid a dangerous incident.
In studying the various 'partners' that this Association now embraces, I could not help but think back to when I started my career in theatres in a general hospital. At that time we boiled our instruments, we sterilised our syringes and needles in the hot air oven, we packed drums with swabs and linen to be autoclaved, and we recovered our patients in a side room (there was no ICU).
All of this happened under one roof in one department. All of those facilities have changed and grown but what this Association is now doing is uniting all of these areas and the staff involved so that care of patients can be improved.
Conclusion
Florence Nightingale said: 'Unless we are making progress very day, every week, every month, take my word for it, we are going back'.
This Association has always been a progressive one and now is the time to progress further. If you keep before you the principle that patients and their care is what matters most, that respect, unity, cooperation and better communication with partners can enhance that care, then you cannot go wrong.
Go for it, and I wish you all the success in the world. •
Mary Spinks RN
Director of the Florence Nightingale Foundation
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